lungs apparently normal. Urine normal. Abdomen distended, tympanitic, no fluid. Per vaginam: Cervix patulous and body of uterus enlarged; no tenderness, no discharge; sound passes 31 in. There is puffy swelling of the synovial membrane of wrists, carpal joints, and slightly of ankles.
On March 8, 1910, laparotomy performed; no peritoneal cavity found; all the peritoneum was adherent, and dotted over with small papillary growths; after careful separation of these adhesions, inflammatory masses were found in the pelvis and the ovaries were found to be normal, but the tubes were very thickened and matted. The uterus was entirely fixed, and could not be separated from the bladder, and so the tubes were removed for microscopical examination, as it was not certain, from the macroscopical appearance of the papillomata, whether they were tuberculous, or of secondary carcinomatous type. The small intestine was kinked, and adherent throughout its length, and had to be straightened out before the wound was closed. The uterus and ovaries were not removed. The sinus in the neck was explored, and found to lead to a tuberculous gland, with a caseating mass in it.
After-history: The patient caused much anxiety for the first three weeks, and then was put on a course of tuberculin, -nl-mgrm. every; ten days, and steadily gained ground. An occasional blood-stained discharge was noticed from the vagina, but no bleedings. A large swelling, the size of a hen's egg, developed on the periosteum of the eighth rib on the left side, but it did not suppurate, and gradually subsided. In November, 1910, the general condition was excellent; wrists practically normal, uterus no larger, and swelling on ribs practically gone. The patient then left for the south of France, and stayed there until April, 1911. In January she had a haemorrhage, and again in March, and the bloodstained, non-smelling discharge became more profuse and constant. When examined in April, the uterus was found much enlarged, and was felt in the hypogastrium, with a mass attached to it on the right side. Operation was refused, and only agreed to on June 18, when the fundus uteri was felt to the left side of the hypogastrium, an'd there was a large mass occupying the pelvis, pushing the uterus over to the left. Laparotomy was performed on June 18, and no evidence of the tuberculous peritonitis was discovered, and the uterus and ovaries were iremoved.
The patient has made an uninterrupted recovery, and is now quite well. The gland and both tubes were tuberculous.
REPORT BY DR. LOCKYER.
Macroscopical: The two specimens examined by me are as follows:
(1) The uterus and right appendages; (2) the left ovary. The uterus is much enlarged by what appears to be two malignant growths, one in the cervix and one in the body. The entire organ measures from above downwards 6 in., and from cornu to cornu 4 in. The muscular walls of the uterine body and cervix average 1i in. in thickness. The growth in the body projects from the cavity as a papillary mass, it occupies the whole of the cavum uteri, which has been expanded thereby so as to measure 2 in. transversely and 21 in. vertically. The cervical growth is surrounded below by the normal epithelium of the vaginal portion of the cervix, it is confluent with the latter along the right side of its posterior surface, and extends up the whole of the canal as a ragged lobular mass. This growth does not present the same papillary surface as that seen in the corporeal tumour, nor does it appear to extend upwards high enough to become confluent with the latter, but this point will be settled by microscopical section. The cervical growth appears to have started in the glands of the cervix and not in the squamous epithelium covering the portio vaginalis. The right appendages show three-fourths of the tube to be missing, the inner fourth has now been removed for purposes of histological investigation. The right ovary is small and calls for no comment. The back of the uterus is roughened by adhesions. There is no vaginal tissue attached to the cervix. The left ovary forms a semisolid growth 10 in. in circumference. The outer surface presents some filmy adhesions and at its upper pole there is a rupture measuring i in. in diameter. From this some papilliferous tissue is seen to project. On section this growth presents several cystic spaces filled by intracystic papillomatous new growth. These papillomatous ingrowths are pushing their way amongst the pseudo-mucinous material which forms the contents of the cystic spaces.
Histological: The cervix-The section has been taken vertically so as to show the epithelium of the vaginal portion and that of the cervical canal. The former is seen to be quite normal and the latter, as far as is traceable, is normal likewise. In the substance of the cervical wall at a distance from the surface there is a carcinomatous growth which has taken origin from the glands and has formed malignant masses composed of tubules which branch and ramify in the fibro-muscular stroma. Large alveolar spaces also exist. These are lined by proliferating columnar epithelium or are sometimes filled up by cancer cells. The corporeal growth is remarkable for the extreme centrifugal proliferation and the almost total absence of centripetal growth-i.e., of invasion of muscle. It is therefore, strictly speaking, a diffuse papillomatous growth involving the entire surface of the uterine cavity. The epithelium has, however, broken through the basement membrane to form irregular masses of cells, hence the papillomatous tissue must be considered malignant. A section taken through the tissue between the cervical and corporeal growths show that they are confluent, but the former invades the cervix freely, and is by orgin and structure an adenocarcinoma of tubular type. The ovary-The solid portions of this organ show histologically the simple structure of a papilliferous adenoma side by side with densely packed carcinomatous cells in alveoli. The glandular cancer cell masses are extensively necroged, but areas exist where the malignant process is distinctly traceable to the columnar epithelium of the tubules of the papilliferous gland processes. The stumps of the Fallopian tubes have been embedded, cut, and examined; they show no evidence whatever of tubercle. A copy of the report on these tubes, which was made on March 8, 1910, reads " Both tubes are the seats of tuberculosis. The systems exist in the plica3 and in the wall under the peritoneum." Additional remarks: Dr. Lockyer discussed the relationship between the malignant ovarian tumours and the carcinoma of cervix and body of the uterus and stated that as in Mrs. Scharlieb's case, shown in July,' he was of opinion that the ovarian and uterine growths had occurred independently the one of the other. The tubes and mesosalpinges had been removed eighteen months previously to the final operation of hysterectomy and ovariotomy. The stumps of the tubes and adjacent uterine muscle contained no cancerous deposits, and the muscularis of the body of the uterus was not invaded by new growth. It was true the cervical growth had extensively eroded the muscle, but seeing that its origin was proved to be in the deep cervical glands, that was not surprising, and malignant disease of the ovary secondary to cervical cancer has not, so far as he knew, been observed. Benign epithelial growths of similar nature occurred simultaneously in differents parts of the body, and the speaker sees no objection to accepting the same possibility in the case of malignant neoplasms.
DISCUSSION.
Dr. LOCKYER, in reply to Mr. Glendining, stated that he had made no investigations beyond those recorded in the report he had just given. Mr. Turner had drawn attention to the enlargement of the uterus in March, 1910 (34 in.), before the tubes were removed, but the menstrual history subsequent to that date disproved the presence of carcinoma uteri up to within six months of the final operation of hysterectomy.
Mr. WILLIAM TURNER, in the course of a few remarks, said that the diagnosis of red degeneration of a fibroid of the body of the uterus was made from the clinical symptoms; and the risk of removing the uterus at the first operation, owing to the difficulties rn.et with, did not seem worth taking. Malignancy was not suspected until nearly a year after the first operation, and then the ovary was already affected. He added that special interest in the case lay in the quiescence of the malignant growth during the period of active tuberculosis.
Diffuse Tuberculosis of the Uterus. By C. HUBERT ROBERTS, M.D. SECTIONS and drawings were shown of a case at the Samaritan Hospital for W"omen of diffuse tuberculous infection of a uterus, which was removed by operation from a single woman, aged 49. The case was taken to be one of fibroid of the uterus. The patient was curetted first in July, 1911, on account of bleeding. The uterus was then irregularly enlarged and the size of a fretal head. The curettings were not examined microscopically.
In August, 1911, the patient returned for further treatment, as the hmorrhage had recurred and was worse than before the curetting. Abdominal section was performed under the belief that the patient had a fibroid and that re;noval was the only chance of curing the condition. The lungs were reported as healthy. The operation was a very difficult one owing to dense adhesions everywhere of intestine, omentum, and bladder to the -uterus. No tubercle was noted on the peritoneum, nor was there any free fluid. On exposing the tumour a large hydrosalpinx was found on the left side and a smaller swelling (pyosalpinx) on the right. The enlarged uterus together with the diseased tubes and ovaries were removed by the supravaginal meth9d.
